We report a patient with dissection of the bilateral intracranial vertebral artery (VA) 
Introduction

Dissection of the intracranial vertebral artery (VA), which has previously been considered rare, is now recognized as a primary pathogenesis and has been drawing increased attention among young and middle-aged patients (1-5). In general, involvement of the basilar artery (BA), typically occurring via antegrade progression of VA dissection, is a serious condition that greatly affects the clinical course and prognosis
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cating dissection. An intense crescentic signal surrounding the narrowed lumen of the right intracranial VA (Fig. 1B) , suggesting an intraluminal hematoma due to dissection, was also demonstrated. Magnetic resonance angiography (MRA) showed a partially obscured flow signal at the vertebrobasilar junction with a filling defect that was finally absent in the lower BA (Fig. 1C) . This was confirmed by subsequent cerebral angiography on day 9 that revealed tapering occlusion of the left VA immediately distal to the origin of the posterior inferior cerebellar artery (PICA) branch ( Fig. 2A) and dilatation distal to the tapering lesion in the right VA (Fig. 2B) . The BA and main branches were visible via the right posterior communicating artery from the anterior circulation (Fig. 2C, D) 
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MRA on day 21 showed recanalization of the bilateral VA to the union (Fig. 1D) . On three-dimensional MRA, highgrade stenosis of the left VA still remained and wall irregularity of the right VA and the lower BA was still present with slight dilatant change (Fig. 1E) . Repeated angiography on day 37 showed antegrade flow of the BA, although the "pearl and string" sign persisted in the bilateral VA (Fig. 2E, F) . Retrograde flow into BA from anterior circulation disappeared (Fig. 2G, H 
Discussion
The main aspects of this report are that a patient developed dissection of the bilateral intracranial VA with no neurological deficits due to the collateral filling to the BA, and further that accurate evaluation of the cerebral hemodynamic process is necessary to select the appropriate therapeutic strategy for each patient.
The clinical presentations of intracranial VA dissection are quite varied, depending on the individual. In particular, involvement of the BA is generally a determinant factor for the severity of brain ischemia (1) (2) (3) (4) (5) (6) , and that occasionally the stroke is not complete at its onset but proceeds in a stepwise fashion (7) 
